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CHAPTER I 
INTRODUCTION 
The chronically ill patient in a general hospital 
designated for the treatment of the acutely ill presents 
serious problems to the medical team. With the advan-
cements made in the medical profession, together with 
improved hospital facilities, more people today can 
benefit from hospitalization. Because of this fact, more 
people utilize hospital facilities today than in the past, 
with the results that hospitals are often overcrowded and 
cannot accommodate all who require treatment. Conse-
quently, it is extremely important that the period of 
hospitalization be as short as possible, and consistent 
with the patient's condition, both for the chronically 
and the acutely ill if these services are to be available 
to all. In discussing the conditions in hospitals today, 
JJ r~nna Field states: 
"The consequent overcrowding and the ever 
mounting cost of hospital care thus make imperative 
a more productive utilization of available beds, 
necessitating a clearer differentiation between the 
patients who are in need of active medical treatment 
and those in need of custodial care.~· 
1/Minna Field, Patients Are People, Columbia University 
Press, New York, 1953, p. 94. 
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This trend, to shorten the number of in-patient 
days, seems to exist in most hospitals today. However, 
unlike the patient with an acute condition, the chronic-
ally ill present a gamut of problems to the medical t.eam. 
Because of the nature of his illness, the chronically ill 
person requires, most of the time, longer hospitalization 
than the acutely ill patient. Furthermore, in many 
instances, chronic illness may improve but slightly with 
intensive treatment and continue to require prolonged 
nursing and/or custodial care. 
However, since the function of a general medical 
and surgical hospital is to diagnose and treat acute 
physical conditions, it is not organized to provide 
extended nursing and/or custodial care once a patient 
has received maximum hospital benefits. If it were to 
provide this care, it would not fulfill its present 
function, and would be greatly limited in providing 
medical care to all who require it. Because of this need 
to keep hospital beds available to all who require treat-
ment, together with the fact that facilities for the 
care of the chronically ill in the community are, in 
many areas, limited in number and inadequate in the type 
of care which they provide, the chronically ill patient 
presem,s a challenge to all who are concerned with the 
provision of adequate care for the sick. In discussing 
2 
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nursing homes, the Commission on Chronic Illness says 
in part: "Though there are many Lnursing home§! that are 
rendering excellent service, too many are operating 
unsatisfactorily." 
The social worker in a hospital setting is an integral 
part of the medical team concerned 1'lith the welfare of the 
patient. He is a specialist who is trained to study, 
diagnose and treat problems related to the patient's 
adjustment to his illness. He increases the effectiveness 
of care by helping the patient to make his own best adjust-
ment to illness and by helping him to solve those social 
difficulties which may be interfering with the treatment. 
"Most commonly in medical social work ( •••• ) we find 
emotional, intellectual and environmental factors rather y 
intermingled in a case.n Consequently, the help offered 
by the medical social worker may prove more effective if 
it is focused on working out some of the patient's feelin~ 
around the medical problem, thus making progress that may 
indirectly affect some deeper emotional problem. The 
social worker is in a strategic position to assist the 
physician in sifting out early cases where emotional 
1/Gommission on Chronic Illness, Chronic Illness Newsletter, 
Volume 6, Number 6, June 1955, Baltimore, Md., p. 37. 
2/Harriet Bartlett, "Emotional Elements in Illness: 
~esponsibilities of the Medical Social Worker," The Family, 
(April 1940), 21: 39-47. 
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factors seem to play an essentially large role. 
With the pressing need to curtail the length of 
hospitalization, the social worker, with his knowledge 
and skills of casework and community resources, can also 
help the physician in planning for the discharge of these 
patients. This planning involves an understanding of the 
medical condition, its effects on the patient's capacity 
to care for himself and its meaning to the patient. For 
example: 
"She also acts as a liaison between the hospital 
and the community health and welfare agencies. From 
the medical social worker helpful information 
concerning the background of the patient can be 
obtained and she can be referred to for assistance 
when problems or attitudes arise that would block or 
be detrimental to the patient's obtaining the maximum 
beneficial help from treatment or his ultimate 
rehabilitation as a social being."1/ 
Furthermore, the condition of the patient is often such 
that he is not able to return to his former environment. 
Since total adequate care involves prevention as well as 
treatment, care must be taken in helping the patient and/or 
his family in formulating adequate discharge plans in 
order to avoid a recurrence of, or an exacerbation of his 
symptoms necessitating rehospitalization. As the 
i/Helen S. Willard and Clare S. Sparkman, Principles of 
Occupational Therapy, J. B. Lippincott Co., Philadelphia, 
1947, p. 147. 
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Commission on Chronic Illness states: "No institutions 
should discharge patients in the absence of a care plan 
designated to assist the patient in maintaining his gains 
and avoiding exacerbation." Unfortunately, the community 
has failed to keep pace with this concept of' total 
medical care and continues to think of' the patient suf-
fering from a prolonged illness as requiring indefinite 
confinement within the hospital. As a result, the role 
of the medical social worker, in many instances, involves 
helping the patient's family as well as the patient 
understand and accept discharge for the patient from the 
hospital. 
Purpose and scope.-- The function of the medical 
social worker in the discharge planning of the chronically 
ill patient has gained importance due to the longevity 
created by our modern, scientific and medical research. 
With this increased life expectancy, more people today 
reach the age when they suffer from degenerative and 
prolonged illnesses, necessitating hospitalization both 
for diagnostic and treatment purposes. Consequently, 
the need to curtail in-patient days is extremely important 
if' more people are to benefit from these services. The 
purpose of' this study is to review a randomized sample 
of' all the social service records, closed during the 
!/Commission on Chronic Illness, op. cit., p. 26b. 
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period from October 1954 to September 1955 inclusive, 
of the patients hospitalized ~t the Veterans 
Administration Hospital, Providence, R.I., and who were 
referred to social service. All chronic illnesses have 
been studied in an attempt to discover the skills, the 
techniques, and the contribution made by the medical 
social worker in facilitating discharge planning, so as 
to clarify his role and function on the medical team. 
Those patients with a diagnosis of tuberculosis and/or 
neuropsychiatric disorders have been omitted because 
they present problems which are directly related to 
their illness and which are not necessarily common to 
the patients with a different chronic illness. The 
study seeks the answer to the following general questions: 
1. What type of chronically ill patient was referred 
to social service for discharge planning? 
2. What was the contribution of the social worker 
as a member of the medical team in discharge 
planning? 
3. How did the social worker, as a member of the 
medical team, help the patient and/or his family 
accept placement outside of his home whenever 
indicated? 
4. What kind of care did these patients require upon 
discharge from the hospital? 
6 
Sources of data.-- The writer reviewed all social 
service records at the Veterans Administration Hospital, 
Providence, R.I., which were closed during the period 
from October 1954 to Sept~mber 1955 inclusive. Patients 
with an admission diagnosis of an illness with chronic 
implications and who were referred to social service 
for discharge planning were selected. The cases which 
met the given criteria were selected and arranged in 
chronological order. Through the use of random numbers, 
)0 cases were selected, and an additional 10, in the 
event that some of the original 30 could not be utilized 
for this study. In addition to the social service 
records, the medical records were also reviewed. Section I 
of the schedule was formulated and completed on each case 
to obtain the factual data necessary in the writing of 
this study. Section II was used in the review of the 
social service records for the detailed case studies 
attempting to discover the skills and techniques of the 
worker in helping with the discharge planning. Furthermore, 
the writer has utilized Veterans Administration publica-
tions on chronic care, rehabilitation, and casework 
techniques to increase his understanding of Veterans 
Administration philosophy and policies. 
Limitations of the study.-- The writer feels that 
if all the cases which met the requirements mentioned 
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above could have been utilized, the findings might have 
been more conclusive in that they would present the 
total findings based on the period studied. Furthermore, 
the follow-up study of the patients reviewed would have 
been desirable in order to evaluate the discharge plans 
to determine their adequacy. This would have required 
many letters and visits in view of the different types 
of discharge. However, due to lack of time, it was 
impossible to do such an intensive study. 
Since the social service records were written to 
meet a specific purpose in the hospital without regard 
to standardization and research methods, they were. 
limited in the amount of information which they contained. 
Although the writer has posed general questions to 
be answered in this research project, the data reviewed 
were obtained from a specific hospital and about a 
special kind of patient (the male veteran) with one 
exception. The exception was a widowed, female veteran. 
CHAPTER II 
PRACTICAL AND THEORETICAL CONSIDERATIONS 
1. The Setting 
The Veterans Administration Hospital, Davis Park, 
Providence, R.I., was opened on June 6, 1949. It is a 
general medical and surgical hospital and has a total 
bed capacity of 393. It provides hospital facilities 
for veterans of the Spanish American War, World War I, 
World War II, and more recently the Korean conflict. 
In general, veterans of all wars in which the United 
States has actively engage~ and who were discharged 
under conditions other than dishonorable, are eligible 
for admission to the hospital. Those requiring treat-
ment for service-connected disabilities are given 
preference. Others are eligible if they state their 
inability to pay for hospital care. Patients come from 
Rhode Island, and certain cities and towns in Southern 
Massachusetts, Cape Cod, Nantucket, ~~rtha's Vineyard 
and Block Island. 
The hospital offers treatment to the acutely ill, 
with the exception of a limited number of tuberculosis 
and open-ward neuropsychiatric patients. Services at the 
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hospital include Medical, Surgical, Neuropsychiatric, 
Physical Medicine and Rehabilitation Service, Dental, 
Radiology, Laboratory, Pharmacy, Nursing, Dietetic and 
Social Work Service. Also important in the hospital 
setup are the Chaplaincy Service and the Special 
Services which are library, Red Cross and recreational 
facilities. Each service has a chief who is responsible 
to a director of professional services, who, in turn, 
is directly responsible to the hospital manager. 
The Social Work Service at this hospital is 
available to all hospital in-patients on a referral 
basis. The Veterans Administration JIIanual on 
.v Professional Services states: 
"Medical and psychiatric social services in 
the form of social study, diagnosis, and treatment 
of the social, emotional, and environmental problems 
related to medical study and care and preservation 
of health will be provided eligible claimants as 
needed during all phases of such care; while under 
medical study; schedules for, or under, medical, 
hospital, and domiciliary care; in the process of 
leaving such care; or following discharge from 
active outpatient or hospital treatment or 
domiciliary care~" 
Referrals are received through physicians, nurses, 
patients, Red Cross, patient's family, chaplains and 
others interested in the welfare of the patient. Any 
social study or treatment is undertaken in close 
1/Veterans Administration Department of Medecine and 
Surger~ Professional Services, ~~ual M-2, Part XII, 
July 20, 1955, Washington 25, D. c., p. 1.04. 
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collaboration with the physician responsible for the 
treatment of the veteran to insure that it constitutes 
an integral part of the physician's over-all plan for 
the patient. It is the function of the social worker 
to facilitate medical treatment by helping the patient 
with personal and environmental problems which may 
prevent his maximum recovery. This is accomplished, 
both by working directly with the patient, often his 
family, and also by furnishing the physician with data 
concerning the patient's history'which is significant 
to him in diagnosis and treatment. Upon referral, the 
social worker is responsible for assuring medical 
follow-up upon discharge. This is effected by evaluating 
the resources available in the community and by helping 
the patient accept referral to the proper agency. The 
social worker helps the patient towards the goal of 
rehabilitation by recognizing his physical, emotional, 
social and environmental needs. 
2. Meaning of Illness 
Illness, in general, and especially chronic illness, 
has various implications for the patient and his family. 
It means in most instances, the loss of independence, 
curtailment of one's earning capacity, loss of status, 
and involves following prescribed medical regimen. In 
11 
addition, it creates much anxiety both for the patient 
and his family because of its uncertainty and eventual 
prognosis as especially seen with patients who suffer 
from a chronic or prolonged illness. To many it implies 
medical hopelessness, imminent death or lifelong 
11 invalidism. For example, Frances Upham states: 
~People react differently to illness and 
disability, finding in the experience varying 
degrees of frustration and pleasure. In general, 
however, physical disability may be considered a 
negative, frustrating, and anxiety-provoking event. 
It presents an attack upon the person by a hostile, 
malign, and often unknown force. At least tempo-
rarily, it usurps control of certain activities 
Nhich the individual normally has under his own 
command. It affects family economics by entailing 
additional costs, by loss of income, and often by 
creating burdensome indebtedness. It frequently 
imposes inconvenience and hardships on others. 
It sometimes means separation from home and family. 
It often necessitates accepting living through a 
set of bewildering and frightening medical 
procedures at the hands of unknown and impersonal 
experts. The whole experience of illness and care 
may stir up repressed fears of inadequacy, 
mutilation, and annihilation.~ 
Fortunately, with the advances made in the medical 
profession, many physical conditions, which had such 
implications, now have better prognosis if not the 
opportunity for recovery. However, others, either 
because there is no known cure at present or because 
an early diagnosis was not possible and/or the treatment 
was not initiated nor followed through by the patient, 
1/Frances Upham, A Dynamic Approach to Illness, Family 
Service Association of America, New York, 1949, p. 15. 
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have more serious implications. It is with these last 
mentioned conditions that the author wishes to concern 
himself in this study. By nature of their severity, 
they seem to have more social and emotional implications 
than acute conditions and others with a better prognosis. 
Oftentimes, the illness means ·seeking placement outside 
of the patient's home following his discharge from the 
hospital due to lack of available facilities to care for 
him at home. How the patient responds to this will 
depend largely on how he accepts his illness, its y 
disability and its implications. As Carol H. Cooley 
states: "The significance of the experien.ce of illness 
is manii'ested in the patient's reactions to the illness 
itself and to the medical recommendations." 
3. Previous Findings 
In a study done at the Veterans Administration y 
Hospital, Framingham, Massachusetts in 1951, and in 
another study at the Veterans Administration Hospital, 
1/Carol H. Cooley, Social Aspects of Illness, 
W. B. Saunders and Co., Philadelphia and London, 
1951, p. 16. 
2/M. B. Stone, The Role of the Medical Social Worker in 
the Discharge Planning for the Chronically Ill Patient, 
Unpublished Master's Thesis, Boston University, 1954. 
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Providence, Rhode Island, in 1954, it was found that the 
chronically ill presented serious problems around discharge 
planning. The majority of the patients required either 
nursing care or a semi-protected type of environment. 
With several of the patients referred to social service, 
this necessitated a change in living arrangements since 
many were unattached males who had no one to care for y 
them. In the study done in Providence, 43.2 per cent 
of the patients fell in this group, while in the study 
v done in Framingham, 65.2 per cent. This would seem to 
present additional problems in view of the existing 
facilities for the care of the chronically ill. 
It was also found that most of the patients were men 
who had reached middle age or from 45 years old and over. 
w The Social Work Year Book, 1949, in an article on Chronic 
Illness, states that 50 per cent of the chronically ill 
and 33.3 per cent of the chronic invalids are under the 
1/J. A. Oates, A Study of Patients Known to Medical 
Social Service at Veterans Administration Hospital, 
Framin a for Dischar e Plannin between Se tember 1, 
and December 31. 194 , Unpublished Master's Thesis, 
Boston University, 1951. 
ijM. B. Stone, op. cit., p. 17. 
l/J. A. Oates, op. cit., p. 29. 
WMilton Terris, Chronic Illness, Social Work Year Book, 
1949, A Description of Organized Activities in Social 
Work and in Related Fields, Russell Sage Foundation, 
Margaret B. Hodges, editor, New York, p. 111. 
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age of 45. This figure differs from the statistics 
found in both studies mentioned above. However, it 
would seem that this may be due to the fact that the 
Social Work Year Book was referring to the total 
population while the other studies were concerned with 
the veteran patient which excluded a younger age group 
who may have a chronic illness, 
Another facto~ which the writer thought was signi-
ficant, was the fact that in both studies mentioned above, 
the majority of referrals to social service for discharge 
planning were 
study done in 
initiated by the ward y 
Providence, 72.7 per 
physician. -In the 
cent of the patients 
were referred by the ward physician, while in the one in y 
Framingham, 71.2 per cent. This would indicate that 
the physicians are aware of the social worker's contri-
bution as a member of the medical team in planning for 
the care of the total patient. 
1/M. B. Stone, O:Qo cit., P• 27. 
YJ. A. Oates, OE· cit., p. 34. 
r 
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CHAPTER III 
SOME CHARACTERISTICS OF THE PATIENTS 
The following factual information was gathered from 
the patient's admission card, social service records and 
medical records which were available to the writer. In 
a few instances where patients had been transferred to 
other Veterans Administration facilities, and records 
were being used for administrative purposes, the medical 
charts were not available to the writer. Each case 
record was reviewed with the use of detailed schedules 
for the purpose of gathering statistical data. 
The admission cards provided information regarding 
the patient's age, date of admission to the hospital, 
marital status, occupation prior to admission or present 
illness, and financial category in terms of government 
compensation or pension. 
The clinical charts or medical records provided 
information regarding the patient's present condition, 
its history, also some information regarding any previous 
hospitalization both regarding to present and/or other 
. 
illnesses. Furthermore, they provided information about 
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the patient's course in the hospital, his diagnosis, 
treatment received, date of discharge and type of care 
required following discharge. The writer has chosen to 
eliminate the patient's course in the hospital and the 
type of treatment received in all but the cases which 
will be presented later in this study. The writer felt 
that this was not directly related to the purpose and 
scope of this study but could have used fruitfully had 
more time been available. 
Social service records provided valuable information 
regarding the patient's social and emotional needs, 
discharge plans, and the social worker's role as a 
member of the medical team in planning for the patient's 
discharge. In addition, the case records contained 
information about the casework techniques and skills used 
in helping the patient and his family accept and plan for 
the patient's care upon discharge. 
As the writer mentioned above, 30 cases had been 
selected for this study and an additional 10 lest some 
of the original 30 could not be used either because they 
did not meet the original criteria as had been believed, 
or due to the insufficiency of available material. It 
was discovered that seven could not be used for reasons 
already mentioned. Of the additional 10, nine cases had 
to be reviewed since two of these additional cases could 
17 
not to be utilized. 
Table 1. Ages of the Patients Studied 
Age Groups Number of 
in Years Patients 
31-50.................. 1 51-60.................. g 
61-70.................. 12 
71 and over ••..••••••. ~ 9 
------
Total patients..... 30 
The age of the patients studied was indicated in 29 
of the 30 cases studied. However, since this patient, 
whose age was not recorded, was a Spanish American War 
veteran, it was felt that the patient could be classified 
with the over 70 age group. None of the patients was 
under 31 years old. Of the total, forty per cent were 
between the ages of 60 and 70. It is also interesting to 
note that the number which rose from zero per cent with 
those under 30 years old to 40 per cent with an older age 
group, should again decrease to 30 per cent in the over 
70 year old group. However, the writer feels that this 
may be due to the fact that many persons die before 
reaching this age group and that for this reason, we find 
a higher incidence of chronic illness in the previous 
group. 
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Of significance also, is the fact that the incidence 
of chronic illness is much higher in the age group between 
60 and 70 years old which would indicate that as people 
live longer, the incidence of chronic and degenerative 
illnesses increases. 
Of the 30 patients studied, 29 were males and the 
remaining one was a female. However, since there are 
more male vaterans than female veterans, one cannot infer, 
from this study, that chronic illness is more apt to be 
found in the male than in.the female. Furthermore, 
because of the limited number of female.patients available 
in this study, no justifiable conclusions can be drawn 
concerning the female veteran patient with a chronic 
illness. 
Table 2. Marital Status of the Patients Studied 
Marital Status Number of 
Patients 
r..fa.rri ed •••••••••••• • • • • . . 9 
Single. . . . . . . . . . . . . . . . . . . 8 
Widowed.................. 7 
Divorced................. 3 
Separated................ 3 
Total patients...... 30 
Of the 30 patients studied, 30 per cent were married. 
One of the patients, who was married and living with his 
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wife prior to hospitalization, became separated after 
admission and was classified, for this study, as separated •. 
The remaining 70 per cent, which comprises the widowed, 
the single, the divorced and the separated, have been 
included in one group because they had no immediate 
family member to care for them upon discharge. For this 
reason, the writer believes that this combined group 
could normally be expected to present additional problems 
around discharge and constitute the majority of referrals 
to social service for this purpose. 
Marital status, related to living arrangements prior 
to hospitalization and eventual discharge planning, will 
be discussed in greater detail later. 
Table 3. Living Arrangements Prior to 
Hospitalization 
Living Arrangements Number of 
Patients 
Alone. • . . . . . . . • . . . . . . . . . . 10 
With family.............. 12 
With friends............. 1 
Nursing care............. 1 
Other. • . . . . . . . . . . . . • • . . . . 6 
Total patients..... 30 
It can be seen in Table 3 that the largest single 
number of patients studied, 40 per cent, were living with 
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members of their family which included either wife, 
children or brothers and sisters. The other largest 
.category, 30 per cent, were living alone, either 
maintaining their own home or living in a rooming house 
situation. The next largest group, 20 per cent, were 
living either in a Veterans' Home, Veterans' Domiciliary 
or other situations not covered in the above. 
It is significant to note that only one patient 
lived in a nursing and/or convalescent home prior to 
hospitalization. The writer concludes from this that 
patients already receiving adequate nursing care outside 
of the hospital setting had better opportunities to 
avoid a recurrence of, or an exacerbation of their 
symptoms or illness. 
Table 4. Length of Stay in the HospHal 
Days in Hospital Number of 
Patients 
Less than 30 days...... 6 
31-90.................. 15 
91-120................. 2 
121-180................. 3 
181-260................. 1 
261-365................. 1 
366 and over .... ~........ 2 
------
Total patients.... 30 
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Fifty per cent were hospitalized for a period of 
more than 30 days and less than 90 days. The next 
largest category or 20 per cent were hospitalized for 
a period less than 30 days. Of this number, one patient 
left against medical advice and would have probably 
required additional hospitalization pending formulation 
of discharge plans. However, since this patient had 
been hospitalized but for 12 days, he was classified in 
this group who had been hospitalized for a period less 
than 30 days. 
Seventy per cent of the patients were hospitalized 
for a period less than 90 days which would indicate that 
the medical team at this hospital is conscious of its 
responsibility to keep beds available to all who require 
treatment. Furthermore, from the fact that 80 per cent 
were hospitalized for a period of 30 days or over would 
indicate that the team is aware of its responsibility 
to the veteran patient by not discharging him before 
an adequate diagnosis has been established, adequate 
treatment has been given the patient and adequate 
discharge plans made. 
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Table 5. Type of Gare Required 
Type of Care Number of 
Patients 
Nursing................ 10 
Custodial.............. 17 
None.... . • • . . . . . • . . . • • . 2 Other.................. 1 
------
Total patients.. 30 
In all the cases studied, the patient and/or his 
family were seen by the doctor and/or the social worker. 
During the interview, the doctor's recommendations and 
the implications of patient's illness were discussed. 
Following this, the patient and/or his family gained 
understanding of the problem and the type of care needed, 
and were able to reach a decision in planning for the 
patient's care upon discharge, Since the doctor is the 
leader of the medical team, ultimate plans for the 
patient's discharge are submitted to him for approval. 
However, the patient's right of self-determination is 
respected when a discharge plan is effected and the final 
decision to accept or reject the medical recommendations 
rests with him. 
It was discovered that 56.7 per cent of the patients 
required custodial care or placement in a semi-protected 
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type of environment which was medically recommended on 
the basis of their illness. Extended nursing care did 
not seem indicated since the above mentioned plan met 
the patient's total needs. Thirty-three and one third 
per cent required nursing care but not continued hospital 
treatment. Of these patients, two experienced an 
unexpected change in their respective physical conditions, 
thereby necessitating further hospitalization. Discharge 
planning formulated by social service, at the request,of 
the physician, was held in abeyance pending improvement 
in the patient's condition. However, since social 
service participated in discharge planning, these two 
cases were included in this group. 
The last patient left against medical advice before 
medical recommendations could be discussed with him. In 
view of this patient's admission diagnosis, arterio-
sclerotic heart disease, and his age, 68, it could 
almost be assumed that he would require placement in a 
semi-protected environment, because of the implications 
of his illness. 
Source of referral to social service.-- The majority 
of the cases, 86.7 per cent of the patients studied, were 
referred to social service by the attending physicians. 
One was a patient self-referral. Of the remaining three 
patients, one was referred by the chaplain, one by 
Red Cross, and the last was a referral from the Social 
Work Service at another Veterans Administration station, 
following the patient's transfer to this hospital. 
Since the majority of referrals originated from 
ward physicians, one can conclude that the doctors 
recognize the importance of the social, emotional and 
environmental factors ~n the treatment of the total 
individual. In addition, they are aware of their 
responsibility to the veteran patient by requesting 
social service help in formulating adequate discharge 
plans. The writer believes that this is also an 
indication that the doctors are cognizant of the 
social worker's contribution as a member of the medical 
team whose main interest is total patient care. 
Of the 30 patients, only one was a self-referral. 
This would indicate that most patients are not aware 
of the complex interrelationships of the social factors, 
stemming from illness, with the physical condition. 
Consequently, the medical social worker is responsible 
to help the referred patient first, to recognize the 
existence of a problem, and secondly, to accept case-
work assistance, which tends to increase and complicate 
the function of the medical social worker. 
Economic situation of the group.-- Veterans are 
eligible for a Veterans Administration pension by reason 
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of a service-connected or non-service connected disability. 
A service-connected disability is one in which the 
disease or injury was incurred in, or aggravated by, 
active military service in line of duty, and discharge 
from the armed forces was effected under conditions other 
than dishonorable. Of the 30 patients, none was 
hospitalized for a service-connected disability. The 
writer does not believe that this factor is too unusual 
nor that any justifiable conclusions can be inferred 
from this data. The writer feels that since there are 
more veterans with a non-service connected disability, 
it would be natural to find more of these veterans, 
hospitalized in a Veterans Administration Hospital. 
Furthermore, veterans with a non-service connected 
disability are eligible for hospital treatment if they 
are unable to afford private hospital care. The writer 
concludes that this accounts for the fact that 29 of the 
30 patients were supported by a Veterans Administration 
pension or other Government program prior to their 
hospitalization. 
The writer has chosen to include under Government 
programs all tax-supported programs sponsored by Federal, 
State and local Government such as Soldiers Welfare, 
Public Assistance, Old Age and Survivors Insurance and 
Temporary Disability Insurance. The writer had also 
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intended to consider anyone who was not self-supporting 
or supported by a Government program, but who might be 
supported by relatives, other types of pension or 
private insurance plans. However, as it was discovered, 
none of the patients fell into this last category. 
Occupations of the patients.-- The writer has listed 
the occupations of the patients according to three 
general categories based on his own understanding of 
types of employment. Fifty per cent of the 30 patients 
had been employed in occupations requiring some technical 
knowledge, skill and training. This group included such 
occupations as electricians, machinists, loom fixers, 
carpenters and railroad inspectors. The largest other 
group, 46.7 per cent, had held employment as laborers 
or occupations requiring little or no special skills 
and training. Examples of such occupations are window 
cleaners, rooming house attendants, stage hands, mill 
hands, janitors and elevator operators. One of the 
patients who was classified in this group for 
statistical purposes had been employed in an occupation 
requiring both skill and training prior to his entering 
the armed forces. However, following his discharge 
from the service, and due to ill health, was compelled 
to accept a less demanding and less challenging type of 
employment. 
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The remaining patient was a female veteran. She was 
a retired army nurse and the only veteran with an occu-
pation classified as professional. The writer does not 
feel that, because only one of the patients had been 
employed as a professional, it can be inferred that 
chronic illness is more common in people with occupations 
other than professional. The writer does believe, 
however, that this may be due to the fact that less 
people are employed in professional employment than in 
occupations classified as either skilled or unskilled. 
Furthermore, since all the patients were hospitalized 
for a non-service connected disability, this would 
indicate that none of the patients could afford private 
hospital treatment. Consequently, the writer concludes 
that it is not unusual to find but one of the patients 
to have been employed in a professional capacity. 
One of the patients was self-supporting prior to 
admission to the hospital. The others were either 
retired or unemployed. Of these, 26 were supported by 
a Veterans Administration pension, one by his Old Age 
and Survivors Insurance, another by Public Assistance. 
The remain~ng patient in this group was supported by 
the Soldiers Welfare Agency in the State. Only one of 
the patients was considered physically able to return 
to employment. However, the patient was a chronic 
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alcoholic with cirrhosis of the liver. Because of his 
inability to accept treatment for his alcoholism, which 
affected his liver condition, it was felt that the 
patient was permanently disabled and consequently 
unemployable. 
Table 6. Actual Discharge Plan 
Discharge Plan Number of 
Patients 
Home. • • • • • • • • • • • • • • • • • • • • • • 9 
Soldiers Home.............. 13 
Nursing Home Placement..... 4 
Other...................... 4 
------
Total patients....... 30 
Thirty per cent of the patients were scheduled to 
return to their respective homes upon discharge from the 
hospital. The discharge plans had to be withheld for 
two of these patients because their physical condition 
did not permit their discharge at this time and the 
patients died before discharge could be effected. 
Another patient, whose condition required intensive 
nursing care, was discharged home upon the wife's request 
to care for the patient. 
The largest single number of patients, 43.3 per cent, 
were discharged with arrangements made for their eventual 
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admission to Soldiers Home. Four of these patients 
could not be admitted directly to Soldiers Home upon 
discharge from the hospital be~ause of the Home's 
existing waiting list. Since the physical condition 
of these four patients did not warrant their retention 
in the hospital pending admission to Soldiers Home, 
they were able to accept temporary placement elsewhere 
until this plan could be effected. However, it was 
felt that these four patients could be included in this 
group for statistical purposes. 
Four of the 10 patient~who required intensive 
nursing care upon having received maximum hospital 
benefits, accepted this type of placement and were 
discharged to. various nursing homes in the community. 
Of the four remaining patients, one left against 
medical advice and no discharge plans were formulated. 
One of the other three patients was discharged to the 
home of a brother. Another, who had been living alone 
prior to hospitalization, was referred to social service 
for assistance in finding a boarding situation where 
the patient would not have to climb stairs, and where 
he would not be compelled to prepare his own meals. 
However, since this patient required no additional care 
from others, he was able to accept a room at the local 
Y.M.C.A. The third veteran, in this group, who was 
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medically recommended to accept a semi-protected envi-
ronment, where he would receive some supervision, rejected 
placement at the Soldiers Home as indicated. He preferred 
a rooming house situation in the community, and was 
discharged to his own care. 
Marital status and living arrangements prior to 
hospitalization related to discharge planning.-- Eight of 
the nine married veterans were living at home with their 
respective families prior to hospitalization. Two of 
these patients died before their discharge home. Six 
remaining married veterans in this group were able to 
return to their families. The other married veteran, 
who was living in a nursing home prior to his admission 
to the hospital, returned to this nursing home placement 
upon discharge. 
Of the remaining four veterans who were living with 
their families prior to hospitalization, one was not able 
to return home upon discharge because of friction in the 
home. Of the two widowed veterans in this group,. one 
was able to return with his family and the other was 
admitted to the Soldiers Home. The remaining patient, 
who, though single, had lived with members of his family, 
was not able to return and was also admitted at the 
Soldiers Home. 
The number of veterans returning home was greater 
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proportionately in the married group than in the other 
combined group. Since the majority of the married 
veterans were able to return to their own homes following 
discharge, they had less of an adjustment to make upon 
discharge than the others who were compelled to accept 
placement elsewhere. Consequently, the married veterans 
would seem to present fewer problems around discharge 
than the others, thereby enhancing their chances for 
better adjustment to their illness and its limitations. 
Medical recommendations related to discharge 
planning.-- \ihenever possible, the patient's own home 
is the resource used. However, this is not always 
possible when the care needed is not available at home. 
Consequently, other arrangements must be made with the 
patient and/or his family. Of the 10 patients requiring 
further nursing care after having received maximum 
hospital benefits, four were discharged to a nursing 
home in the community. Of the remaining six patients 
in this group, three were discharged home. One of these 
three patients was discharged home at the wife's request; 
the other two with a referral to the District Nursing 
Association for assistance in caring for the veteran 
patient. Of the last three patients in this group, 
two died before their discharge. The other patient 
was retained in the hospital for further treatment. 
32 
Twelve of the 17 patient~ requiring custodial care 
upon discharge from the hospital, were discharged to the 
Soldiers Home where this care is available. Another was 
discharged to the home of a brother. Of the last four 
patients in this group, three were married and able to 
return to their own families. The other patient had 
been living alone prior to hospitalization, and was able 
to return to his own home upon discharge. Another patient, 
who might have required custodial care upon discharge 
from the hospital, left against medical advice and no 
discharge plans were formulated. 
Of the two patients requiring no further care from 
others upon discharge, one accepted a rooming house 
situation and the other rented a room at the local Y.M.C.A. 
Convalescence implies to some extent eventual 
recovery. Since all the patients had a diagnosis with 
chronic implications, it is not surprising that none 
required this type of care following discharge from the 
hospital. 
Nine of the 30 patients were discharged either to 
their own homes or to their own care. Another veteran 
who left the hospital against medical advice could also 
be classified with this group who was discharged to their 
own care. However, since this patient left the hospital 
before adequate discharge plans were formulated, the 
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writer preferred to exclude him from this group for 
statistical purposes. Of the remaining 20 patients, 
none had homes to which they could return and/or no 
one to care for them. For this reason, other plans had 
to be made for their care upon discharge from the 
hospital. 
Participation with others in discharge plans.-- The 
medical social worker recognizes the physician's ultimate 
responsibility for the patient 1 s care and is also avrare 
of the importance in cooperating 'Vrith the members of the 
team in providing care to the total patient. In all of 
the 30 cases, the medical social worker consulted with 
the attending physician to gain a better understanding 
of the patient, his illness and his subsequent needs 
around discharge planning. The physician was also 
consulted to insure that the formulated discharge plans 
were consistent with the patient's requirements upon 
discharge from the hospital. 
The medical social worker also recognizes the 
patient's right to self-determination and discussed 
discharge plans with all of the 30 patients. The social 
worker also explored the available facilities either in 
his own home or in the community and assisted the 
patient in accepting the type of care medically recom-
mended. 1;\Tith one of the patients studied, the physician 
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felt that the patient's wife needed help in understanding 
his illness and the care required, and referred the 
patient's wife to social service for clarification of 
the problems around discharge planning. 
With 50 per cent of the patients, the social worker 
sought the cooperation of some other relatives. The 
social worker also enlisted the cooperation of such 
community agencies as Red Cross, District Nursing 
Association and others in again 15 of the cases. 
From these statistics, the writer concludes that 
the role of the social worker in a hospital setting 
involves a knowledge of the nature and functions of 
community health and welfare agencies to insure that 
the patients are referred to the agency to meet the 
patient's and his family's needs. Furthermore, the 
social worker also helps the patient to accept his 
illness, its limitations and his role in planning for 
his care upon discharge from the hospital. 
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CHAPTER IV 
SOME DISCHARGE PLANNING PROBLEJVI.S 
AS SHOWN IN CASE STUDIES 
The following case studies are presented to show 
some of the problems which the patients presented upon 
referral to social service for discharge planning. The 
writer hopes, through these, to discover the casework 
skills and techniques utilized in the discharge planning 
of the chronically ill patient from the hospital and the 
social worker's contribution, as a member of the medical 
team, in facilitating the treatment of the total indi-
vidual. The writer will present six case studies which 
are representative of the types of problems encountered 
by the medical team in planning for the patient's 
discharge from the hospital. The material for these 
case studies has been compiled from the patient's 
admission card, his medical chart and his social service 
record. Furthermore, the writer has found it necessary 
to consult with the individual social workers who were 
active on these cases to supplement the ini'ormation 
regarding the problems and the dynamics involved to 
insure the accuracy of the data recorded. 
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The cases were selected according to their marital 
status and their respective discharge plans. Two of the 
veterans were married and living with their respective 
families prior to their hospitalization and whose 
discharge plans included their returning home upon 
discharge from the hospital; two veterans, one separated, 
the other widowed, who were living alone prior to their 
hospitalization and who required nursing care upon having 
received maximum hospital benefits; and two other veterans, 
one single, the other divorced, who required custodial 
care and who were discharged to the Soldiers Home. Each 
case summa~y will be followed by a brief discussion by 
the writer, to emphasize the major points of this thesis. 
Case No. 1 
The patient, a 61 year old, married, white, 
Protestant, male, was admitted to the Veterans 
Administration Hospital, Providence, R.I., on 
September 30, 1954. The patient had complete 
motor aphasia upon admission and the medical 
history was obtained from the wife. The 
patient had been relatively well until the 
previous day when he experienced memory de-
fects. On the morning of admission, the 
patient had repeated convulsions, and showed 
signs of conf'usion and stupor. The family 
physician was contacted and he suggested re-
ferral to this hospital. 
The patient was first hospitalized in 1950 at 
the Naval Hospital, Newport, R.I., for nephri-
tis, hypertension and congestive failure. He 
had been on a low sodium diet and digitalis 
since that time. He was again hospitalized, 
and this time at this hospital, for about a 
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month in 1953 for symptoms similar to that which 
he presented upon his recent admission. Medical 
examinations showed that the patient was suf-
fering from hypertensive cardiovascular disease, 
thrombosis of the left middle cerebral artery 
with right hemiplegia and abscess of the right 
hip region. 
The patient's wife was referred to social ser-
vice on May 5, 1955 for a social evaluation for 
the Rehabilitation Board purposes and eventual 
disposition. Mrs. A. was interviewed on two 
different occasions in conjunction with the 
above-mentioned request. She impressed the 
social worker as sincere in her interest for 
the patient's welfare. She also seemed to under-
stand the difficulties which the patient's ill-
ness imposed upon her and the family and was 
willing to accept her role and responsibilities 
in planning for the patient's care upon discharge 
from the hospital. 
This is·the patient's second marriage. He has 
two daughters ages 12 and 17. Both oi' these 
daughters attend school. The older of the 
daughters has been working part time upon gradua-
tion from high school. The family rents a four-
room first floor apartment in Tiverton, R.I. The 
family has been supported by the patient's rail-
road retirement pension of $110.00 per month and 
his veteran's non-service connected pension of 
$66.15 per month. The patient had been employed 
as a railroad freight inspector prior to his 
retirement in 1950 when he became ill. 
The patient was described by his wife as difficult 
in his demands upon her and the family since the 
onset of his illness. He has used his illness to 
take out his hostility on her and has become quite 
dependent on his family. Mrs. A. was also aware 
of the effects 'imich the patient 1 s attitude had 
on her own physical condition and was hesitant, 
at first, in her decision to accept her responsi-
bilities to care for him at this time. This 
seemed realistic in view of the strain 'iiliich 
caring for the patient had imposed upon her. ~~s. 
A. explained that she herself was under the care 
of a private physician for a "nervous" condition 
which she attributed to her getting upset over 
her past attempts to care for veteran. 
The worker recognized Mrs. A.'s feelings about 
caring for the patient again, and suggested that 
she consult with her physician about the advisa-
bility of her caring for him at this time. She 
was also encouraged to discuss this with the 
children since this decision would involve them 
also. 
~~s. A. was again interviewed on May 18, 1955. 
Together with her was one of the patient's 
sisters. It was evident that ~~s. A. had given 
the matter considerable thought and that she had 
sought advice. She again explained that she was 
aware of the patient's demands upon her and the 
family and its effects upon her own physical 
condition. She stated that in spite of the fact 
that her physician considered this inadvisable 
he had recognized her responsibilities towards 
the patient and had helped her in reaching a 
decision to accept him home again on a trial basis. 
She explained that the patient would be happier in 
his own home than if placed in a nursing home in 
the community. She also said that the children 
were anxious to have their father home and that 
she was willing to try caring for him again. Mrs. 
A. stated that she understood that the patient had 
been less demanding and easily managed in the 
hospital, and that she had resolved to take a firm 
stand with him from the first to avoid, as much as 
possible, a repetition of his past attitude and 
behavior. 
Nursing home possibilities and the procedures for 
arranging this at a later date was discussed with 
her in the event that this should become necessary. 
Mrs. A. seemed comfortable in her decision to 
accept the patient home. The patient's sister, 
who accompanied Mrs. A., was aware of the patient's 
difficult disposition and was in agreement with 
whatever plan Nrs. A. made for him. 
The patient's condition did not progress as had 
been anticipated and discharge plans were held in 
abeyance pending medical recommendations. However, 
the patient did not recover and remained in the 
hospital until his death on September 12, 1955. 
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Discussion.-- The ~mrker in this case was concerned 
with assisting Mrs. A. to formulate discharge plans for 
the patient. The patient was anxious to return home. 
His wife, on the other hand, was hesitant to assume the 
responsibility of caring for him again in view of the 
strain which this had imposed upon her in the past. For 
this reason, the worker concentrated in exploring ~trs. 
A.'s feelings in order to help her to be comfortable in 
her decision. The worker recognized her own physical 
needs with her by suggesting that she consult with her 
private physician. The worker also recognized her own 
emotional needs by including the children in this plan, 
thereby relieving her of the full responsibility in 
reaching a decision~ 
It was apparent that Mrs. A.'s initial resistance 
to reach a decision was based on her own insecurity and 
the resulting guilt over refusing to care for the patient 
again. By referring ~~s. A. to her private physician, 
the worker helped to resolve some of her guilt feelings 
for her attitude towards the patient. This seemed to 
have been an important factor in helping her reach a 
decision. She was able to recognize the patient's 
excessive demands upon her and could plan to cope with 
his attitude and behavior upon discharge from the 
hospital. 
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Mrs. A. seemed to have had considerable insight in 
the present situation and was realistic in her approach 
to the patient. Her motivation in accepting the care of 
the patient seemed to have been based upon the mixture. 
of her wish to make her husband happy, the children's 
wishes, and her own need to feel she had fully met her 
responsibilities. 
Although the plan formulated did not materialize 
because of the patient's condition, the interviews with 
~~s. A. did help to solve her own ambivalent feelings 
towards the patient, thereby making it possible for her 
to be comfortable in her decision. The interviews also 
served to assess the wife's capacity to participate in 
future planning for the patient should this have been 
again indicated. 
Case No. 2 
The patient, a 60 year old, Catholic, white, male, 
was admitted to the Veterans Administration Hospital, 
Davis Park, Providence, R.I., on August 19, 1955. 
He complained of anorexia for the past three to 
four days. He ~as not eating or taking any insulin 
for his diabetic condition. He attributed his 
weakness and apathy to the hot weather, and did 
not see the relation between his present symptoms 
and his diabetic condition. He was referred to 
this hospital by the examining physician at the 
Veterans Administration Regional Office, Provi-
dence, R.I. 
The patient had been diabetic for the past 10 to 
15 years. Nothing significant is known of the 
patient's early medical history. He is blind and 
also slightly obese. The following diagnoses were 
established following medical examination: diabetes 
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mellitus with acidosis, blindness and thrombosis 
of the right middle cerebral artery due to arterio-
sclerosis with weakness of left arm and leg. 
The veteran had been living in a rooming house 
located in one of the poor and deprived sections 
of Providence in a common-law relationship prior 
to his admission to this hospital. His first wife 
had died and he had remarried. The patient's 
second marriage ended in separation. Prior to his 
retirement and pres'ent illness, the patient had 
been employed as a rooming house attendant. He 
was now supported by his Veterans Administration 
non-service connected disability pension of $135.45 
per month. 
Upon admission, the patient was found to be 
extremely despondent and desirous of death. Be-
cause of his present depression, a neuropsychiatric 
consultation was requested. He stated that he 
wished that he ;.rere dead because of the hope-
lessness of his condition and his inability to 
care for himself. He expressed various nihilistic 
ideas and considered himself useless to himself 
and to others. The patient attributed his feelings 
of depression to his blindness and to the fact that 
his wife and family did not care for him. He denied, 
however, any suicidal attemps and intentions. The 
patient stated that he could not consider committing 
suicide because his faith did not permit him to do 
so. The patient'was found to be in good contact 
with his environment, and was well oriented in all 
spheres. He denied any hallucinatory experiences 
and expressed no definite delusions. According to 
the patient, he has felt do;.mhearted since his 
paralytic shock. 
The patient was referred to social service on 
August 22, lY55 for discharge planning by the 
attending physician, because of the veteran's 
inability to care for himself. The worker con-
sulted with the physician to discuss the patient's 
condition, the type of care required and medical 
recommendations. The worker was informed that the 
patient's condition, though improved, continued 
to require close supervision and help i'rom others 
in administering his insulin because of his 
inability to see. The patient also continued 
to have residual weakness and was considered, 
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medically speaking, to require a nursing home 
placement. The worker was also informed that 
commitment to the state institution for mental 
diseases was not indicated in spite of the 
patient's depression. It was recommended by 
the psychiatrist that a nursing home placement 
where the patient would receive close super-
vision and adequate medical care should be 
located for him. It was also recommended that 
commitment to a psychiatric hospital should be 
considered, if adequate· care was not available 
in a nursing home placement. 
The patient was interview·ed in conjunction with 
the above-mentioned request. He was cognizant 
of his own helplessness and accepted help in 
finding a nursing home placement. He was helped 
to accept the fact that it ;-ras medically inad-
visable for him to return to the rooming house 
and did not seem too threatened by this. He 
also realized the difficulties involved in 
locating a suitable nursing home for him and was 
willing to accept a nursing home placement. 
A vacancy was located at the Riverside Nursing 
Home, \'lest vlarwick, R.I. The patient's Veterans 
Administration pension was insufficient to meet 
the cost of his care. This w·as discussed with 
him and he accepted referral to the Soldiers 
Welfare Agency for supplementary assistance. 
The patient was discharged from the hospital to 
the nursing home on September 1, 1955. 
Discussion.-- The worker's goal in this case was 
to help the patient accept a nursing home placement by 
assisting him to plan for his care upon discharge from 
the hospital. The worker realized that the patient's 
blindness had created dependency on Miss B. with whom 
he had lived and was careful in helping the patient 
accept other living arrangements consistent with his 
illness without causing further depression. The worker 
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helped the patient to resolve some of his feelings about 
his illness and his blindness by explaining to him that 
nursing home placement had been suggested on the basis 
of the medical recommendations. ~ith casework help, the 
patient gained some insight into his illness and the 
resulting dependency. He was then better able to accept 
nursing home placement on a more realistic level. 
The worker's ability to function within a team in 
planning for the care of the total patient was evident 
in her constructive use of consultation >1Tith the attending 
physician. She recognized the importance of securing 
specific information regarding the patient's illness, 
his needs and medical recommendations, if adequate plans 
were to be made. 
The worker on this case was able to solicit the help 
of community resources in locating a nursing home placement 
commensurate with the patient's needs. 
With casework help, the patient was able to recognize 
the requirements of, and the limitations which his illness 
imposed upon him. He was also helped to accept his ill-
ness, and to recognize his role in planning for his care 
upon discharge. 
Through her understanding of the patient's emotional 
and physical needs, in addition to her knowledge of 
community resources, the worker >vas able to make a 
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contribution as a member of the team, in planning for 
the patient's care upon discharge from the hospital. 
Case No. 3 
The patient, a 60 year old, married, white, 
Catholic, male, was admitted to the Veterans 
Administration Hospital, Providence, R.I., on 
November 28, 1954. This was the patient's fourth 
admission to this hospital since 1950. The 
patient was never able to return to gainful employ-
ment after a right cerebral vascular accident 
which he suffered fourteen years ago. He had been 
vomiting for a couple of days, was depressed, sick 
of living and wanted to die when admitted to the 
hospital. He was referred to the hospital by the 
examining physician at the Veterans Administration 
Regional Office, Providence, R.I. 
The patient was found to have diabetes.sometime 
in 1950, when he was hospitalized· at this 
hospital for about a month and a half. He was 
treated for an infarction of the lung, right 
lower lobe due to emboli; pyelonephritis, chronic, 
bilateral due to staph aureus and for diabetes 
mellitus. 
He was again hospitalized for about three months 
in 1952 for bilateral cataracts. Surgery was 
performed and his post-operative course was 
relatively uneventful. The patient remained in 
the hospital this long because of the previous 
medical history and a small ring iritis in the 
operative eye. 
He was again hospitalized for one month in 1953. 
The patient was depressed and had taken an un-
known quantity of aspirins. After the acute 
state, a neuropsychiatric consultation was 
requested because of his continued depression. 
However, the psychiatrist felt that the patient 
would manage satisfactorily at home and recom-
mended discharge from the hospital. 
The patient was again found to be depressed on 
his last admission on November 28, 1954. Since 
he had a language difficulty, the medical history 
was obtained from his wife. Mrs. A. described the 
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veteran as very difficult since his v~s~on became 
impaired. He made excessive demands upon her and 
the family; refused to eat; was depressed most of 
the time, and was verbally abusive of the neigh-
bors whom he accused of spying on him. She said 
that the patient was faithful to his diet when 
home. Although he was not a heavy drinker, he 
insisted on drinking wine and beer v1hen friends 
visited. This resulted in poor control of his 
diabetes, Since the patient's illness was non-
service connected, he was not eligible for out-
patient care from the Veterans Administration. 
However, he attended the Rhode Island Hospital 
Outpatient Department whenever he experienced 
polidipsia and polyuria. 
Because of the language barrier, little is known 
of the patient's early life. This is the patient's 
first marriage. The family consists of the veteran, 
his wife, and their two daughters ages 24 and 15. 
The older o:f the tvm daughters is working and 
paying room and board. The other daughter is still 
in school. The family rents a second floor, five-
room tenement in a six-family house. There is no 
hot water, no bath, and the family shares toilet 
facilities with another family on the same floor, 
Prior to his cerebral vascular accident, the 
patient had been employed by the Gity of Provi-
dence as an incinerator fireman. Since then, 
the family has been supported by his Veterans 
Administration non-service connected disability 
pension of ~78.75 per month which was supplemented 
by the older daughter's contribution into the home. 
I~s. A. was re:ferred to social service on December 9, 
1954 by the attending physician :for discharge plan-
ning and help in accepting the patient's illness 
and limitations. It was the physician's opinion 
that ~~s. A. was not too anxious to have the patient 
return home in view of her past experiences in caring 
:for him. ~~s. A. was interviewed by the worker as 
requested by the physician. Her f'eelings around 
the patient's illness and his eventual discharge 
from the hospital were explored. She was hesitant 
about assuming responsibility for the patient's 
care as had been suspected. She felt that the 
patient had grown so dependent upon her and the 
family for help that he was demanding more time 
and e:f:fort :from all members of the family. She 
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also mentioned that the patient made no efforts 
towards independence or adjustment to his blind-
ness. The patient refuses to go out because he 
feels self-conscious about his sight and cannot 
be left alone because of his depressed attitude. 
Mrs. A. also objected to accept the patient in 
the home because the housing conditions were so 
inadequate. She stated that the house was cold 
and drafty because of the several vacant tenements 
in the house and feared that this would be detri-
mental to the patient's health. 
The worker recognized with ner the problems 
involved in caring for the patient. Iv!rs. A. was 
helped by the worker to understand that the 
patient's behavior was affected by his feelings 
towards dependency and his loss of status as head 
of the household. Through further discussion, 
Mrs. A. gained insight into the situation and was 
able to realize the need to stimulate greater 
independence in him, rather than increase his 
dependency. 
The worker also realized that I-lrs. A. found a 
serious housing problem and discussed with her 
the possibility of her filing application to the 
Public Housing Authorities for an apartment in one 
of the housing projects. However, Mrs. A. felt 
that the rents were more than she could afford 
and could not accept this at this time. 
Mrs. A. was again interviewed on January 4, 1955 
to conclude discharge plans with her and to 
evaluate her attitude towards the patient since 
last social service contact. She seemed more 
comfortable and less threatened by the patient's 
discharge. She remarked that the patient's morale 
was excellent at this point and that he was anxious 
to return home. 
The worker explained to Mrs. A. that the physician 
had requested a neuropsychiatric consultation for 
the patient because of his past depression and 
attempted suicide. The worker also explored her 
feeling regarding commitment if indicated. How-
ever 1 I>lrs. A. could not emotionally accept 
commitment for the patient at this time because 
of his behavior change and the stigma attached to 
mental illness. In view of the fact that psychiatric 
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consultation was not immediately available, and 
Mrs. A.'s feelings about commitment, it was 
medically recommended that the patient be returned 
home upon discharge. ~~s. A. was agreeable to 
this plan, and the patient's discharge was arranged 
for the following day. She was also advised that 
should the patient again have a recurrence of para-
noid ideas and become difficult to manage, she 
should proceed with commitment if so recommended 
by the family physician. 
f!~s. A. seemed comfortable in her decision to 
accept the patient at this time, and was able to 
assume her role in planning for his care upon 
discharge. 
Following the veteran's discharge from the hospital, 
~frs. A. came to see the worker because of her con-
cern about the financial situation in the home and 
her daughter getting married within the near future. 
The worker discussed with her referral to the 
Soldiers Welfare Agency for supplementary assistance 
and ~frs. A. said that she would attend to this after 
her daughter married. 
Mrs. A. was questioned about the patient's adjust-
ment in the home. She replied that he was adjusting 
quite well and that he presented no serious problems 
at this time. 
Discussion.-- The feelings of the patient's family 
about his illness and its limitations are extremely 
important in planning for the care of the total individual. 
As was seen in this case, Mrs. A. was helped to recognize 
these feelings thereby making it possible for her to face 
the reality of the situation on a more mature level. 
Mrs. A. also seemed to gain a greater awareness of the 
need to stimulate independence in the patient rather 
than create over-dependency. With casel•wrk assistance, 
Mrs. A. was helped to gain insight into the need for the 
change in household roles caused by the patient's illness 
and could plan accordingly. Furthermore, by helping 
Mrs. A. to understand the reasons for the patient's 
behavior and how to cope with this, she was less threatened 
by it • 
. It would seem that Mrs. A. felt the need to care for 
her husband in spite of his negative attitudes and for 
this reason could not consider commitment for him at this 
time. 
It would seem that Mrs. A. felt inadequate in plan-
ning for the family and continued to seek help fr"om the 
worker even after the patient's discharge from the 
hospital. The worker seemed to be aware of ~Ts. A.'s 
dependency and offered support in helping her to plan 
for the family. The worker was also aware that the 
casework relationship had to be terminated because of 
Veterans Administration policies and referred her to the 
proper community agency for assistance without fostering 
further dependency on her part. 
Case No. 4 
The patient, a 63 year old, single, Protestant, 
white, male, was admitted to the Veterans 
Administration Hospital, Providence, R.I., on 
June 25, 1955. This was the patient's first 
admission to this hospital. Five days prior to 
his hospitalization, the patient had consulted 
a local chiropodist for treatment of a callous 
beneath the head of the fifth metatarsal of the 
left foot. A few days after the chiropodist had 
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pared this callous, his whole foot began to swell 
and became increasingly painful. The patient 
applied for hospitalization at the Veterans 
Administration Regional Office, Providence, R.I. 
According to the patient, he had suffered from 
corns and callouses on the volar aspect of both 
feet for the past five years. Apparently, the 
patient had delayed seeking attention for this 
condition until it became unbearable. The 
infection on his toe did not respond to treatment, 
and it became necessary to amputate the fifth tqe 
on his left foot through the fifth metatarsal. 
The patient's present condition was the result of 
poorly controlled diabetes. With treatment, his 
illness improved but continued to require medical 
regimen. Referral to social service was initiated 
on August 29 1 1955 by the attending physician for assistance w1th discharge planning, as the patient 
was unable to administer his insulin because of 
hand tremors associated with Parkinson's disease 
and would probably require referral to District 
Nursing Association for this purpose. 
The patient was interviewed on August 31, 1955. 
The worker reviewed the social situation and learned 
that the patient was living in a rooming house prior 
to admission to the hospital. He had no cooking 
facilities and ate his meals in nearby restaurants. 
In order to effect adequate control of his diabetes, 
the patient required bed time nourishment. Since 
he did not have facilities in his room to keep his 
food and insulin refrigerated, the worker realized 
that his living arrangements were inadequate to 
meet his needs and that other living arrangements 
should be considered. The patient had planned to 
return to the rooming house after discharge from 
the hospital and had retained his room. With the 
worker's interpretation of the medical recommendations; 
the patient soon realized that he needed help in 
taking insulin and that, in all probability, a change 
of living arrangements was necessary. 
r 
The worker explored the patient's feelings about 
nursing homes and learned that he was against such 
a plan. The possibility of his seeking admission to 
the Soldiers Home was discussed. The patient reacted 
more favorably to such a placement. Unfortunately, 
the worker learned from Soldiers Welfare that the 
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patient could not be admitted to the Home for 
another month because of the existing waiting 
list. This was discussed further with the 
patient. He preferred to be discharged to his 
own home rather than accept nursing home place-
ment pending admission to the Soldiers Home. 
The worker realized that the patient's own 
limitations and inadequate living arrangements 
would forfeit the results of his recent treat-
ment. The worker discussed this with the patient's 
physician, and it was deemed advisable to have the 
patient remain in the hospital pending admission 
to the Soldiers Home. 
Information was received from Soldiers Welfare 
that the patient could be admitted to Soldiers 
Home on September 26, 1955, and the physician was 
advised. The patient was discharged from the 
hospital on that date. 
The patient had been self-supporting prior to 
hospitalization. He had been employed as a 
conductor for a railroad company Prior to entering 
the Armed Forces, but was not able to return to 
this type of employment upon his discharge. The 
patient had been employed as an elevator operator 
prior to admission to this hospital. He had 
intended to re.turn to his job, but decided against 
it because of his medical condition. The patient's 
only income upon admissi.on was his Temporary 
Disability Insurance· of $25.00 per week. While in 
the hospital, he was helped by the Veterans 
Administration Contact Representative in filing 
for a pension from the Veterans Administration. 
Discussion.-- This case points out various functions 
of the social worker as a member of the medical team in 
planning for the patient's care upon his discharge from 
the hospital. Through her understanding of the patient's 
illness and its requirements, she was able to foresee 
that the patient's plan to return to the rooming house 
was inadequate in meeting his needs. By exploring his 
feelings about the type of care he required ·and by 
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recognizing these with him, she was able to help him 
participate in formulating a more adequate plan which 
was acceptable to the patient. The worker's function 
as a member of the team is also evident in her ability 
to discuss with the physician the original referral 
versus her findings and conclusion regarding discharge 
plans, namely: the patient's social situation and its 
inadequacies, and the patient's preference for admission 
to the Soldiers Home and the realistic delay in effecting 
this plan. The possibilities of the patient's remaining 
in the hospital to await admission to the Home was 
discussed in preference to having him return home to 
await admission brought about a postponement in discharge 
from the hospital. 
It is apparent that t?e physician recognized the 
worker's skills and her ability to plan realistically 
for the patient's care. It is also evident that the 
physician was aware of the hospital's responsibility in 
assuring that adequate discharge plans be formulated 
and that postponement of discharge until such plans were 
available seemed more advisable. 
Case No. 5 
The patient, a 74 year old, widowed, Catholic, 
white, female, retired United States Army nurse, 
was admitted to the Veterans Administration Hospital, 
Providence, R.I., on November 24, 1954. This was 
the veteran's second admission to this hospital. 
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the patient complained of nausea, vomiting frequency, 
and incontinence accompanied by fever, for the past 
two to three days. The patient could only reply to 
questions with one word answers. Upon admission, 
she seemed slightly disoriented with paranoid ideas. 
Medical examination revealed chronic brain syndrome 
with cerebral arteriosclerosis, hypertensive cardio-
vascular disease and pyelonephritis. 
The veteran first complained of dizzy spells about 
four years ago. However, she had no other symptoms 
with the. exception of those associated with senility. 
She was hospitalized at this hospital for six days 
in 1953 for hypertensive cardiovascular disease 
with myocardial enlargement and generalized arterio-
sclerosis. The patient was able to care for herself 
following this hospitalization and returned to 
Saint }~ria's Home, a religious boarding home for 
business and retired elderly women. 
The patient was referred to social service by the 
attending physician £'or discharge planning to a 
nursing home. The worker discussed the patient's 
medical condition and nursing needs with the 
attending physician and nurse, and ivas advised that 
the patient was incontinent of urine and that she 
had a Foley Catheter which required daily irrigation 
and which had to be changed every ten days. The 
patient's position had to be changed approximately 
every two hours and required special back care 
because she developed back sores quite easily. 
The patient was on a mechanical diet and able to 
feed herself in a sitting position. She was con-
sidered a bed wheelchair patient and required 
assistance in being moved. 
The worker had a brief interview witn the patient 
on the ward for purposes of introduction only, 
since discharge planning was to be worked out with 
relatives because of the patient's memory impairment 
and her inability to converse, and she was informed 
that the worker was planning to talk with her 
brother. She offered no response and sat with a 
blank expression on her face. 
The worker contacted Saint fljaria 1 s Home to. deter-
mine if the patient could receive the needed care 
in that home. The worker was informed that the 
Home was unable to provide any care as it accommodated 
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only women who were able to meet their personal 
needs. 
The worker then contacted the patient's brother, 
!lf.r. M., and an appointment was made for April 6, 
1955. Prior to the worker's interview with Mr. M., 
the attending physician informed the worker that 
Mr. M. had written to his Congressman with the 
hope that the patient could remain in the hospital 
indefinitely, thereby avoiding the need to make 
discharge plans for the patient. In the worker's 
interview with I1!r. M., she interpreted her reason 
for seeing him. She pointed out the doctor's 
recommendations regarding discharge and the Veterans 
Administration's policy regarding the discharge of 
a patient when he or she had received maximum 
hospital benefits as opposed to a patient remaining 
for an extended period for nursing care only. In 
view of this early interpretation, Mr. 11. c'Tas more 
accepting of discharge. 
Since the patient required extensive nursing care, 
it seemed doubtful that her income would be suffi-
cient to meet the cost of nursing horne placement. 
The veteran's income included Veterans Administration 
pension of $78.75 per month, and her Old Age and 
Survivors Insurance of $30.00 per month. The 
worker realized that this combined amount would be 
insufficient and advised Mr. M. that application 
would be made for Aid and Attendance, a supplementary 
allowance offered by the Veterans Administration for 
patients requiring extensive nursing care. The 
worker recognized with ~~. M. that supplementary 
assistance from Soldiers Welfare would be needed 
pending a decision on the patient's Aid and 
Attendance pension from the Veterans Administration. 
The worker discussed referral to that agency and this 
was agreeable to him. 
At the time of referral, the worker interpreted the 
patient 1 s nursing needs so that Soldiers 'delfare 
could determine her eligibility for assistance. The 
patient's brother was cooperative at this point and 
kept his appointment with Soldiers Welfare. In the 
meantime, a nursing home was located. The patient 
was discharged to the Elliott Nursing Home, North 
Providence, R.I., on April 28, 1955. 
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Discussion.-- The worker on this case worked 
intensively with the patient's family and with members 
of the medical team in planning for the patient's dis-
charge to a nursing horne. Through her consultations 
with the physician and the nurse, the worker secured 
detailed information regarding the patient's illness, 
limitations and needs, in order to insure adequate and 
total care for the patient after discharge. ':lith this 
understanding, she could interpret to the family the • 
difference between continued hospitalization, which 
the family hoped for, and prolonged nursing care, which 
the patient required and which the hospital could not 
continue in vie'" of Veterans Administration policy. 
This clarification on the \vorker 's part proved most 
helpful in this case in helping the patient's brother 
accept his responsibility in planning for the veteran's 
discharge from the hospital. 
Furthermore, with her understanding of community 
resources, the worker was also helpful as a member of 
the medical team in assuring adequate medical follow-up 
for the patient upon discharge. 
Case No. 6 
The patient, a 58 year old, divorced, white, 
Catholic, male, was admitted to the Veterans 
Administration Hospital, Providence, R.I., on 
August 1, 1954. The patient complained of 
breathing difficulties upon exertion and 
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intermittent ankle edema. He was referred to this 
hospital by the examining physician at the Veterans 
Administration Regional Office, Providence, R.I. 
This \'las the patient's fourth admission to this 
hospital. 
The patient experienced respiratory symptoms about 
eight or nine years ago. Upon his first admission 
in 1950, he had had a chronic cough and chronic 
bronchial irritation for several years duration. 
He had been advised to stop smoking because of 
diminished pulmonary function, but was unable to 
break the habit. The patient reported no serious 
childhood or adult illnesses. Medical examination 
revealed acute and chronic bronchitis, pulmonary 
emphysema and cor pulmonale. 
The patient was up and about the ward most of the 
time except for transient febrile episodes. He 
oftentimes became apprehensive when he experienced 
slight respiratory distress and this created a 
vicious circle in that it resulted in bronchial 
asthma spasm. The patient is described as a very 
nervous person who is deeply concerned about his 
health. The patient's marriage was an unhappy 
one, and a source of considerable anxiety for him. 
According to the patient, he had been unhappy and 
upset during most of his married lif·e. He described 
his wife as a constant nagger, allm-ving him little 
liberty and spending money. The onset of the 
patient's severe respiratory sumptoms coincide 
with the time of his divorce. 
Prior to his present illness, the patient had been 
employed as a fireman. Following his divorce, he 
lived with a sister. However, this arrangeme~t 
proved unsatisfactory because the sister was a 
chronic "alcoholic". Immediately prior to this 
hospitalization, the patient rented a second floor 
room in a thickly populated section of Providence. 
At the time of his admission to the hospital in 1953, 
he had also been referred to social service for 
discharge planning. The worker at the time had 
evaluated the social situation and had discussed 
admission to the Soldiers Home, Bristol, R.I. 
However, he was not ready to accept placement at 
the domiciliary and preferred to return to his 
second floor room where he could be close to his 
56 
children. Since this plan was medically approved, 
he was discharged to his own care. 
The patient was again referred to social service 
by the attending physician on November 22, 1954 
for discharge planning. The patient was again 
reluctant to consider placement at the Soldiers 
Home at this time. The worker again explored his 
feelings regarding placement at the Soldiers Home. 
The worker interpreted the medical recommendations 
based on the nature of his illness, its requirements, 
and the inadequacy of his previous living arrange-
ments which resulted in an exarcebation of his 
symptoms. Through casework help, the patient 
accepted his limitations, the need for a semi-
protected environment and agreed to placement at 
the Soldiers Home. 
Unfortunately, the patient's discharge had to be 
postponed because of a recurrence of his symptoms. 
Since there was a lapse of several months, he was 
again referred to social service for discharge 
planning on September 21, 1955. The worker learned 
from Soldiers Welfare that the patient could not be 
immediately admitted. The attending physician was 
advised that the patient's room in Providence was 
still available, if this was medically recommended, 
pending admission to the Soldiers Home. The 
physician preferred that the patient remain in the 
hospital to await admission to Bristol Soldiers 
Home, Bristol, R.I. Several days later, the worker 
was advised that the patient could be admitted on 
September 26, 1955. The physician was advised and 
the patient was discharged from the hospital on 
that date. 
Discussion.-- The emotional components played an 
important role in this patient's illness and his dec~sion 
to accept medical recommendations regarding discharge 
planning. The patient's initial reluctance to accept 
placement at the Soldiers Home seemed to stem from his 
own unhappiness and his attempts to derive satisfaction 
by living close to his children. 
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As a result of the worker's interpretation of the 
nature of his illness, its limitations and the medical 
recommendations, together with the worker's reassurance 
that his ties with his family would not be completely 
severed, as they could visit him and he, in turn, could 
go on passes to visit them, the patient was able to 
accept placement in a semi-protected environment. 
The worker's permissive relationship with the 
patient helped him to verbalize his feelings regarding 
his past unhappiness and fears of separation from family 
ties. The patient came to realize that the worker 
recognized the importance of his feelings and attitudes 
in helping him to make a plan that was in his best 
interest. 
CHAPTER V 
SUMI~Y AND GONGLUSION 
Thirty patients at the Veterans Administration 
Hospital, Providence, R.I., were studied to discover the 
role of the social worker as a member of the medical team. 
Patients who were referred to social service for discharge 
planning and whose case records were closed during the 
period from October 1, 1954 to September 30, 1955 were 
chosen. The entire group were hospitalized for an illness 
with chronic implications. Gases which met the above 
criteria were selected and arranged in chronological order. 
The 30 patients were chosen through random selection for 
the purpose of doing a representative study of the period 
selected. The patient's social service records, medical 
charts, and admission cards were reviewed, and a detailed 
schedule was completed on all the cases for statistical 
purposes. 'ilith the patients who had been transferred to 
other Veterans Administration facilities, the writer 
consulted with the individual social workers to supplement 
the data and to insure its accuracy. A follow-up study 
of the patients would have been desirable but was 
impossible because of the various types of discharges. 
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Several questions raised earlier will now be considered 
in the light of the data and case histories which have 
been presented. 
1. What type of chronically ill patient was referred 
to social service for discharge planning? 
The 30 veterans reviewed were all hospitalized for 
a chronic condition. Their illnesses presented problems 
around discharge planning which necessitated referral to 
social service. Because of the variety of diagnoses, no 
conclusions related to a specific diagnosis can be made. 
Furthermore, since the presenting problems were related 
to the medical condition, its limitations, and its 
requirements, one cannot conclude that these problems 
are solely related to veteran patients, but are basic 
to those faced by many chronically ill patients in other 
general medical and surgical hospitals. 
2. What was the contribution of the social worker 
as a member of the medical team in discharge 
planning? 
By nature of his special skills and training, the 
social worker in a hospital setting acts as a liaison 
between the hospital and the community. Through his 
ability to work with other members of the team, he is 
able to gain a better understanding of the total needs 
of the patient. With his knowledge of community resources, 
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he is able to assist the patient, the family and the 
physician in planning realistically for the patient's 
care upon discharge from the hospital. 
Since illness has various meanings to different 
people, the success of the discharge plans will largely 
depend on the patient's acceptance of his illness. Through 
his understanding of human behavior, casework skills and 
techniques, the social worker is available to help the 
patient with the gamut of problems, which oftentimes 
accompany chronic illness, and with the ultimate goal 
. 
of the patient accepting placement outside the hospital 
environment. 
3. How did the social worker, as a member of the 
medical team, help the patient and/or his family 
accept placement outside of his home whenever 
indicated? 
Whenever the type of care the patient requires upon 
discharge from the hospital is not available at home or 
where he was living prior to hospitalization, the social 
worker attempts to help the patient and/or his family 
accept placement where the required care will be available. 
The social worker does this by interpreting the medical 
recommendations, by helping the patient accept his illness 
and limitations, and by assisting him in formulating 
discharge plans consistent with his physical condition. 
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It is significant to note that the 16 veterans, 
who were not able to return to their previous living 
arrangements, could accept placement where this care was 
available. Of the 13 patients who could return to their 
own homes, and/or previous living arrangements, one 
patient did not wish to return to the Soldiers Home, 
where he had lived prior to admission to the hospital, 
and preferred to accept a rooming house placement following 
discharge from the hospital. Another patient who required 
nursing care upon discharge returned to his own home with 
his wife providing the necessary care. Two other veterans 
in this group, who were able to return home upon discharge 
from the hospital, died before their discharge. The 
remaining patient left against medical advice and refused 
to accept medical recommendations or participate in 
discharge planning. 
4. What kind of care did these patients require upon 
discharge from the hospital? 
The majority of the patients required a semi-protected 
type of environment upon discharge from the hospital. This 
would indicate that their illness necessitated some super-
vision and assistance on the part of others after leaving 
the hospital. A third continued to require intensive 
nursing care because of the severity of the illness. 
From these data, one could infer that most of the 
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pa~ients were not able to provide all or some of their 
basic needs to maintain a state of relative well-being 
consistent with their illness. Consequently, it can be 
inferred that chronic illness necessitates changes in 
the life pattern of the patient and his family. 
In similar studies, as mentioned in Chapter II of 
this thesis, it was found that most of the patients were 
men who had reached middle age or from 50 years old and 
over. Since this was also found to be true in this study, 
it would seem that the number of chronically ill will 
increase with the lengthening of the average life-span. 
Another important factor, which seemed to stand out 
u in the study done in Framingham and the present one, 
was the large number of unattached males, who required 
a change in living arrangements because of the care 
required and no one to provide this care, in comparison 
to the married veterans with a chronic illness. Although 
this does not necessarily mean that chronic illness is 
more common in unattached males, as these patients can 
be expected to present more problems around discharge 
in terms of having no one to care for them, it does seem 
to indicate that more and better facilities for the care 
of these patients will be required with the higher 
incidence of chronic illness. 
1/J. A. Oates, op. cit., p. 29. 
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The study done at the Veterans Administration 
Hospital, Providence, R.I., in 1954, differs from the 
present study and the one in Framingham, Mass., in that 
most of the patients were married. However, it was 
found that the number of married patients, able to 
return home following discharge from the hospital, was 
proportionately greater than with the unattached males. 
y 
Of the 25 married patients, 15 were discharged to their 
own homes, while of the 19 remaining patients, five were 
able to return home. These statistics would tend to 
corroborate what was mentioned earlier in relation to 
the unattached male patients and the problems which they 
presented around discharge planning. 
The writer presented a description of the total 
group to describe the persons involved in this study and 
to point out the various problems related to discharge 
planning. Six disguised case summaries were presented, 
giving a description of the patient, his diagnosis, 
course in the hospital, and the type of care required 
upon discharge. In addition, the writer has tried to 
discover the role and the function of the social worker 
as a member of the medical team in planning for the 
discharge of these patients. The skills and techniques 
1/M. B. Stone, op. cit., p. 17. 
y'Ibid., p. 35. 
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used by the social worker in discharge planning have also 
been explored. The case presentations illustrate the 
various problems encountered by the social worker in 
affecting discharge planning. For example, in three of 
the cases, the worker helped the patient's family resolve 
their own feelings towards his illness so as to help them 
accept their role in planning for the patient. In other 
cases, the patient's own feelings towards his illness 
had to be resolved before he could accept the medical 
recommendations. 
It can be seen that the role of the social worker 
in a hospital setting is a complex one. In addition to 
his casework skills and training, he is able to function 
with allied disciplines, recognizing the physician's 
leadership in-the medical team. He is aware that discharge 
plans, consistent with the patient's illness, are largely 
dependent on his understanding of the patient's diagnosis, 
his limitations, and the medical recommendations. Through 
his ability to function within a team, he can interpret 
to the physician and the other team members, the emotional 
and social factors related to the patient's illness and 
the resources available in the community to meet the 
patient's needs. Furthermore, as was seen in three of 
the six case summaries, the social worker was able to 
enlist the cooperation of the patient's family in planning 
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for discharge 
The writer believes that this thesi.s also shows the 
importance of having a close working relationship among 
the members of the medical team in planning for the 
patient as a person. This sharing of pertinent data 
related to the patient's illness insures early detection 
of the social and emotional components involved, thereby 
contributing to the care of the total individual in all 
11 
areas of need. As Minna Field says in part: 
"It is generally recognized that the present-
day practice of total medical care is predicated 
on the.appreciation of the interrelationship of 
social, emotional, and pathological forces in the 
care of the sick,n 
YI{inna Field, op. cit., p.3 
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APPENDIX 
SCHEDULE 
Section 1: 
SOME CHARACTERISTICS OF THE PATIENTS 
Age 
Sex 
Marital Status 
Living Arrangements Prior to Hospitalization 
MEDICAL HISTORY 
Onset of Present Illness 
Previous Hospitalizations 
Length of Stay in the Hospital 
Type of Care Required 
ECONO!oJIC SITUATION PRIOR TO HOSPITALIZA'riON 
Self-supporting 
Supported by a Veterans Administration Pension 
or other Government Program 
Other 
OCCUPATION 
Professional 
Skilled or Trained 
Laborers 
SOURCE OJ<' ?..EFERRAL TO SOCIAL SEH.VICE 
Doctor 
Patient 
Other 
ACTUAL DISCH&qGE PLANS 
Horne 
Soldiers Horne, Bristol, R.I. 
Nursing Horne Placement 
Other 
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PARTICIPATION \'HTH OTHERS IN DISCHARGE PLANS 
Section 2: 
Medical Team 
Patient 
Family and Other Relatives 
Others 
EVALUATION Oi THE SKILLS AND TECHNIQUES USED BY THE 
SOCIAL llfORKEa 
PATIENT'S COURSE IN THE HOSPITAL 
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